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F159| 483.1 Q(c)2)-(3) FACILITY MANACEMENT OF F159{ F152 Personal Funds 1)l
88=C | PERSONAL FUNDsS

Upon written authorization of a resident, the
facility must hold, safeguard, manage, and
account for the personal funds of the resident
; deposited with the fagility, as spacified in
paragraphs (c}(3)-(8) of this section,

The facifity must depasit any resident’s personal
funds in excess of §50 In an interest bearing
account (or accounts) that s Separale from any of
the faciliy's operating accounts, and that credits
all interest earned on resident’s funds to that
account. {In pooled accounts, there must be a
separate accounting for each resident's share,)

The facility must maintain g resident's personal
funds that do not exceed $50 in & non-interest
bsaring account, interest-baaring account, or
petly cash fung.

The facllity must establish and maintaina System
that assures a fuil and com plete and separate
accounting, avcording to generally acoepted
accounting principles, of aach resident’s persona
funds entrusted to the facility on the resident's
behalf,

The system musgt precludes any commingling of
rasldent funds with Tacllity funds or with the funds
of any persan other than another resident.

The individual financial record must be avallaple
thrnugi_u quarterly statements and on requast {o
the rasident or his or her legal representative,

The facility must notify each resident that receives
Medicaid benefits when the amount in the

1. Effective November 8, 2012, the
administrator established g restdent
persenal fund and a Weekend Trust
Fund Access policy {see attached)
that will make personat funds
available to all residents on
weekends from 8:00AM to 4:00 P
from the Business Office,

2. 0n November 7, 20132 the
administratar notified alf residents
and resident’s POA by Jetter about
the accessibility to their persanal
funds on the weekend. A copy of
this letter (see attached) was posted
in the Business Office window on
November 8, 2012,

3. All Business office staff were jn-
serviced on this access on Nov. g,
2012

Any staff not attending in-services
on these dates will not be allowed to
Work until they have attended the
in-services

LABORATORY DIRECIOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

slher anfapuards provide sufficlent profection o the patiants, (See Inskuctons.) Extept for hursing homes, the findings stated abovs are dlsclosable 80 days
ollawing the dato of survay whelhar or not a plan of carrectian is provided. For nising homes, tha zbavo %indings and plans of carrection ang disclosable 14

Tays fallowing tho date thess decumenis are mada avsilable la tha facility. Jf deficiencles arc cited, an appro
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ved plan of camrection &2 raquisila to conlinyed
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F 152 Gontinued From page 1 £159; 4 Beginning November 10,2012,

rasident's account reaches $200 less than the
S8] resourcs fimit for ong person, specified in
section 1611(a)(3)(B) of the Act; and that, if the
amount in the aceount, in addition {0 the valye of
the resident's other nonexempt resources,
reaches the SS1 resource limit for one person, the
resident may loge eligibility for Medlcaid or &8I,

This REQUIREMENT i not met as evidenced
by:

Based on resident ang facillty staff interviews
and review of the Trust Fund Trial Balanes
accounts, the facility failed to provide weekend
access to personal funds Mmanaged by tha facility
for sligible residents.

The findings included:

Interview with resident #72 on Novem ber 6, 2012,
at 3:10 p.m., and resident #1352 on November 8,
2012, at 10:00 am, confirmed the residents were
not able to access personal funds at the facllity
on the weekends.

Review of the facility's Trust Fund Trial Balance
revealed ninety-four residents with personal fund
accounts managed by the Tacllity. .

Interview with the Administrative Assistant, in the
business office on November 7, 201 2, at 8:50
a.m., confirmed the facility does nat routinely
provide access to personal funds for the
residents on weekends.

Fa1d

weekend access will he monitored
weekly by the Business Office
Manager and reporteq monthly to
the Administrator, The
Administrator will provide a written
quarterly report to the QA/PI
Committea beginning at the next
quarterly meetings for 3 Quarterly
meetings. The next quarterly QAP!
Committee meeting Is scheduled far
December 13, 2022, The Chairman
of the QA/PI Committes wil| brief
the Governing Body at their
quarterly meetings following the
QAPI meeting,

Attachments:
1) Policy for Weekend Trust Fund ,
2) Copy of Letter posted on Window

E272 COMPRENENSIVE ASSESSMENT
1. Upon being notified by the survey
team on November 7, 2012 that
resident #273 had not been properly
assessed for a needed assistive
device, resident #273 Wwas assessed
by the Physical Therapy Director
11/7/12 for an assistive device to
Improve and maintain functional
abilities )
The result of that assessment was an

fatfrz2
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F272 483,20(b)(1) COMPREHENSIVE F272]  assistive device maore appropriate to
88=D! ASSESSMENTS the resident.

FR—

The fasility must conduct initially and periodically
& comprehensive, acourate, standardized

} reproducible assessment of each resident's
functional capacity.

A facility must make g comprehensive
assessment of 3 resident’s needs, using tha
resldent assessment instrument (RAI) specified
by the State. The assessment must Inciude: at
least the following:

ldentification and demographic information;
Customary rayline;

Cognitive patiems:

Communication;

Vision;

Moad and behavior patterns;

Psychosogial well-being:

Physleal functioning and structural problems:
Continence:

Discase diagnosis and health conditions:

Dental and nutritional statug:

Skin conditians;

Aclivity pursuit;

Medications;

dpecial treatments and proceduras:

Discharge potential;

Dacumentation of summary Information regarding
the additional assessment performed on the care
areas triggered by the completion of the Minimum
Data Set (MDS): and

Documentation of Participation In assessment,

2, On November 8, 5,&12,2012 all
residents utilizing assistive devices
were assessed by the MDS
Coordinator and physical therapy to
ensure appropriateness of their
assistive device. All residents were
found to have appro prlate assistive
tlevice (see attached assessment
list).

3. Beginning November 21,2012
residents with new orders for
assistive dovices will be assessed
and evaluated within 72 hours for
appropriateness by the therapy staff
and recorded in their progress
notes. This will be monitored weekly
by MDS Coordinater for a period of 6
months or fonger until 100%
compliance is achieved. (see
attached monitoring tool)

4. Beginning November 21,2012,
the MDS coordinator wili report tha
outcomes of the manitoring of the
timeliness and appropriateness of
the assistive devices to the quarterly
QAP| committee beginning
December 13, 2012 and continue for
the next 2 quarters. The Chairman
of the QA/PI Committee wili report
to the Governing Body following the
quarterly QAp} meeting,
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F 272 Continued From page 3

This REQUIREMENT isnot metas evidenced

by;

Based on medical record review, observation,
and intarview, tha facility failed fo assess the
needs of ane resident (¥#273) for assistive devicas
iQ improve/maintain functional abilities of
forty-four residents reviewsd.

The findings included:

Residant #273 was admitted to the facilityon
June 13, 2012, with diagnoses including Morbid
Obesity, Urinary Incontinence, Schizophrenia,
Mental Retardation, and Encephalopathy,

Medinal record revisw of the quarterly Minimum
Data Set {MD$) dated Seplember 7, 201 2,
revealed the resident was unable o answer any
of the guestions on the Brief intervisw for Mental
Status (BIMS) with a score of 0 with the highest
possible score being 15, Conlinued review of the
September quarterly MDS revealed the resident
required extensive assistance of two persons for

bed mability, and was dependent on two persans
for transfers.

Maedical record review of the Qceupational
Therapy Treatment Encounter Note dated July
13, 2012, revealed Self Care Management
instruction had been provided in toilsting/clothing
managemsnt technigues by the therapy
department to the resident and facility staff,

Medical record review of the interdisciplinary
team note revealed the resident's weight for
Soptember 12, 204 2, was 383 pounds,

F272;  Attachments:

| 3) List of Residents assessed by MDS
Coordinator and Therapy staff for
appropriate assistive device,

4) Monitoring tool for reporting to
QAP! committee on the timeliness
and evaluation of assistive device,

|
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Continued From page 4

Observation on November 7, 2012, at 9:18 am,,
revealed Certified Nurse Technician (CNT) #1,
transferred residont #273 to the bedside
commode. Continued observation revealed the
resident’s fest did not touch the flaor, and the
resident's legs were dangling. Confinyed
observation revealed CNT #1 instructed resident
#273 to move back on the toilet seat to keep the
resident off the edge. Continued observation
revealed the resident used the railfarmrest on the
side of the bedside commada to roposition self,

Observation and interview with the Unit Manager,
Licensed Practical Nursa i1, on November 7,
2012, at 8:20 a.m., In the resident's raom,
confirmed the residents legs were dangling, ang
the feet should be touching the floor, -

Interview with the Rehabilitation Director on
November 7, 2012, at 9:44 a.m., at the nurze's
station confirmed the resident had not heen
assessed for the appropriate height of the
bedside commode chair that would allow the
resident’s feet to touch the floor,

483.20(d), 483.20(k){1) DEVELOP
COMPREHENSIVE CARE PLANS

A facility must use the results of the assessment
to develop, review and revise the resldent's
comprehensive plan of gara,

The facility must develop a comprehensive care
plan for each resident that ingludss Measurable
objectives and timelables o meet a resident's
madical, nursing, and mental and psychosacial
needs that are identified in the com prehensive
assessment,

Fa72

F 279

F279 DEVELOP COMPREHENSIVE | 41 /4/12]
CARE PLANS

1. On November 8, 2012, upon
becaming aware of no care plan for
resident # 22 COncerning vision
difficulties, the Mps Coordinator
revised the comprehensive plan of
care 10 address vision difficulties.

2. Beginning November 10 ang
centinuing thraugh November 21,
2012 all CAAS were reviewed by the
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The care plan must describe the servicos that are
to be furnished to attain or maintain the resident's
highest practicable physical, mental, and
psychosacial well-being as required under
§483.25; and any senices that would otherwise

Zhis REQUIREMENT is not met as evidenced
V:

Based on medical record review ang interview,
the facitity failed to develop a cormprehensive plan
of care for visten for on& resident (#228) of r
fourty-four residents reviewed.

The findings included:

Resident #228 was admitted to the facility an May
26, 2010, with diagnoseg including Convulstons,
Damentia, Senile Depression, Dysphagia, Acute
Conjunctivitis, Edema, Generalized Anxiely and
Generalized Paip,

Medical record review of the annual Minimum
Data Set (MDS) dated May 18, 2012, revealsd
Vvision was marked as Irpaired. Further review
revealed the resident was able to see large print,
but not regular print in newspapars/books.

Medical record review of the oars plan created

May 18, 2012, and updated August 15, 2013,
revealed no problem/nesd entered for vision,

Interview with MDS Coordinator #1, on November
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_ MDS hursing staff to ensyre al| -
F 278 | Continued Erom page 5 F 279

triggered and/or Identified areas
listed on the MDS assessment werg
care planned,

3.0n November 13, 2012 the PON
conducted an in-service with MDS
staff (RNs & LPNs) co ncerping
triggered problems on the CAAS
must be care planned individually
and the MDS staff must compare the
CAAS to the comprehensive plan of
care {0 ensure no problems are
missed. Beginning November 24,
2012, the DON and or ADON will
tmonitor 3ll CAAs and Care Plans
completed duringa 6 weeks period
to ensure no identified problems are
missed. DON and/or ADON wijl
continue monitoring 10% on a
monthly basis for 3 months untif
substantial compliante has been
achieved. ,
4. DON will report outcomes of the ;
Care Plan to the QAP committee
quarterly for two quarters, The next
quarterly QAP! Committee meeting
Is scheduled for December 13, 2012,
The Chairman of the QA/P)
Committee will report to the
Governing Body following the
quarterly QAP( meeting,

“ORM CHS-255702.39) Provions Vorsions Obsolele

Evant ID; tHeG44

Fagitity 1D: TNO505

If continualion sheet Faga gof / 7



NOV-26-12 MON 01:47 PN

5% O, P. 08/75

PRINTED: 11/00/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDIC RE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUBPLIER/CLIA {X2) MULTIPLE COMSTRUCTION (%3} DATE SURVEY
AND PLAN OF CORRECTION IDENYIFICATION NUMBER; COMPLETED
A, BULDING
445154 B, WING 111072012
NAME OF PROVIDER OR SUPPLIER SYREET ADDRESS, CITY, STATE, ZIP ¢QDE
932 BAPDOUR PARKWAY
UALITY EALTH CGE
QUALITY CARE HEALTH ¢ NTER LEBANON, TN 37087
(44) 1D SUMMARY STATEMENT OF DEFIGIENGIES n PROVIDER'S PLAN OF CORRECTION 1)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED Ry FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LS8 IDENTIFYING INFORMATION) TAG CROS5-REFERENCED TO THE APPROPRIATE BATE
LEFICIENCY)
F 279 Continued From page 6 Fare
7. 2012, at 10:10 a.m., In the MDsS office Attachments;
confirmed vision was listed on the annual MDS as 5) Monitoring spreadshest for
a problem, but was not carrieg over to the care i i
plan. Further interview revealed a nolation had report;ng t? Q%PI ctofn 1r;mteeb Ion
been made on the CAT workshest "wil proceed Care plans for identified problems
with o/p (eare plan)®, but the facility had failed to o the MDS assessments,
develop a plan of care for vision,
F 282 483.20(k)(3)(1) SERVICES BY QUALIFIED 282  F282 SERVICES BY QUALIFIED 1 /.zf/;z_
§8=D | PERSONS/PER CARE PLAN

The services provided or arranged by tha facility
must be provided by qualified persons in
accordance with each resident's wrltten plan of
care.

ghis REQUIREMENT is not met as avidenced
e

Based on medicat record review, observation
and interview, the facility failed to ensurg
appropriate measures to prevent skin breakdown
related fo the application of arm sleeves, as
indicated on the care pian, for one resident
(#266) of three residents reviewed for pressure
ulcers from forty-four residents reviewsd.

The findings included:

Resldent #266 was admitted fo the facility on April
1, 2012, with diagnoses in¢luding Pulmenary
Embolism, Carebral Vascular Accldent, Musgle
Weakness, Hyperienslon, Sanjio Depraeszsive
Disorder with Psychosis, and Esophageal Reflux.

Medicat record review of the quarterly Minimum
Data Bet {MDS) dated September 25, 2012,
revealed the resldent had severe cognitive
limpairment, and raquired extensive assistanca

PERSONS/PER CARE PLAN

1. On November 7, 2012, upon being
notified by survey team that the
facility failed to ensure appropriate
measures were followed for resident
# 266 as indieated on the care plan
concerning arm sleeves, the MDS
Coordinator reviewed the
comprehensive plan of care ang
placed the Posey sleeves an the
resident immediately,

2. Beginning on Navember 10and
continuing through November 21,
2012, the DON, ADON and Wound
Care Staff reviewed all residents
with wound care plans to determine
if appropriate measures were in
place to prevent skin breakdowns,
All residents were found to have
apprepriate care plans.

3. Beginning 11/7/12 and continuing
through 11/21/12, the pON and/or

ORM CMS5-2367(02-98) Provious Vargions Obsalaja Evenl iD:1HEG 19
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F 282 ; Continued From page 7 F 282 ADON performed in-services with all
) with Activities of Daily Living. staff (RNs, LPN, & CNTs) concerning
Medical d revi f the Care b fallowing interventions putinthe
edicai record review of the Care lan, dated ia. leeves to prevent
October 18, 2012, revealed ”...atrick for skic i el m sleevas 1o prev
breakdown related to present skin s e .
mpaimment...ho (history of) resolved/healed Any staff not attending in-services
Prassure ulcers...arm sleeves to bilateral arms af on these dates will not be allowed to
all fimes except bathing..." ® work until they have attended the
Observation on November 6, 2012, at 4:25 services.
non mber 6, L at4:25 p.m., i {
In the residsnt's room, revealed the resident lying The T’OTnd ﬁare Staffhm:: monttar
on the bed with no arm sleeves in place, weekly all resldents who have
interventions such as arm sleaves,
_Observat{on on November 7, 2012, at 7:40 a.m,, padded w/c arms, or any special
inthe rgsrder}t's room, revealed _the resldent lying treatment to prevent skin
on the bed with no am sleeves in place. breakdown and provide a list of
Observation and inferview on Navember 71,2012, residents monitored each week to
at 7:45 a.m., with Licensed Practical Nurse (LPN) 1 DONand/or ADON and record any
#1, in tho resident's foom, confirmed the arm variances noted each week
sleeves were not in place and the'care plan was
F 323 | 483.25(h) FREE OF AGGIDENT F 323 butcomes of the monitoring to the
$5=0 HAZARDS!SUPERVISIONJDEVICES QA/Pl Committee for tha next two
uarters. The next guarter| P
The facllity must ensure that the resident gom mittee me el:m q; sc;;;um ;or
envirenment remains as free of accident hazards b g .
as i8 possible; and sagh resident recejves December 13, 2012.‘ The C_ha"ma"
adequate suparvision and assistanes deyices fo of the QA/PI Committee will report
arevent aceidents, to the Governing Body-following the
Quarterly QAPI meeting.
Attachment:
This REQUIREMENT is not met as evidenced 61 Monitoring tool to be used to

by:
Based on medical racord Teview, observation,
and interview, the faciiity failed to ensurs the safe

record weekly reviews of

interventions on care plan is carsied
out

R CMS-2067(02-98) Pravigus Verslons Obsalole Event ID: THeG14
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use of an assistive device in regard {o chair HAZARnslsUPERVlS!CJN_/DEVISES
heigth for ane resident (#273} of forty-four

1. On November 7, 2012, ypon being

| residents reviewad, notified by survey team that the

The findings included: , I faility failed to ensure the safe use
" ofan assistive device for resident #
i Resident #2738 was admitted to the Tacility an 273, the Unit manager bro ught a

« June 13, 2012, with diagnoses including Morbid

bedside commode with the
i Obesity, Urinary incantinenee, Schizophrenia,

appropriate height that aliowed
Mental Retardation, and Encep halopathy. resident’s feet to touch the floor.
Medical record review of the quarterly Minimum 2. On Novernber 8, 8 and 12, 2012
Data Set (VDS) dated September 7, 2012, the MDS Coordinator and Director of
‘r)?\iiealed thg resldarzawgsy?fﬁtﬂe llc' anfiwi;‘ antsr:\ Therapy assessed al utilizing a

1€ questions on the Brief Interview for Mental ; :
Status (BIMS) scoring 0 with 15 being the highest begs' df commode for appropriate
possible score, Continued review of the quarterly andsaie use
MDS revealed the resident required extensive 3. Beginning on November 21, 2012
assistance of wo persons for bed mobility, and to November 26, 2012, in-services
was dependent on lwo persons for transfers, were conducted by the DON /ADON
Di for all

Medical record review of the Occupatienal fP/;:EéaNF;V 81: eﬂztft:rb;ar al s;traff (g Ns,
Therapy Treatment Encounter Nota dated July » LTS, 1ab) proper an
13, 2012, revealed Self Care Management safe assistive seating for residents,
instruction had been provided In toileting/clothing Any staff not attending In-services
management tachniques to the resident and on these dates will not be aflowed to

facility staff. f

Medical record review of the interdisciplinary
team note revealed the resident's weight on
September 12, 2012, was 383 pounds,

Observation on November 7, 2012, at 815 am.,
revealed Certified Nurse Technigian (CNT)#1,
transferred resident #273 to the bedside
commeode. Continued observation revealed the
resident's feet did not touch the floor, and the
resident’s legs were dangling approximatefy six
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work until they have attended the
in-serviees,

Beginning November 21, 2012, ali
hew residents admitted who have
orders for assistive devices (Bedsjde !
Commede) will be assassad by
Therapy staff to determine
suitability according to residents
physical capabilities/limitations, This
assessment will be recorded in thejr
progress notes. Beginning
Detember 1, 2012, the MDS
Coordinator will monitor monthly
the assessments and documentation
; comploted by Therapy staff and
report the outcomes to the QAP
Committee.

4. The MDS Coordinator will report
manitoring outcomes to the QA/PI
Committee at the next two Quarterly
rneetings. The next quarterly QAP
Committee meeting is scheduled for
Pecember 13, 2012, The Chairman
of tha QA/PI Committee will report
to the Governing Body following the
quarterly DAPI.

Attachment:

4) Monitoring too! for reporting to
QAPI committee on the timeliness
and evaluation of assistive device.

TE DOVBATE

Rl L
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Confinued From page 9

Inches from the floor, Continued observation
revealed CNT #1 instructed resident #2373 to
move back on the toilet seat fo keep the resident
offthe edge. Continued observation revezled the
resident used the raillarmrest on the sids of the
bedside commode to reposition self.

Observation and interview with the Unit Manager,
Licensed Practical Nurse #1, on November 7
2012, at 8;:20 a.m., confirmed the resident's legs

should not dangle and the feet should touch the
flaor,

Interview with the Rehabilitation Director on
November 7, 201 2,at9:44 a.m., at the fiurse's
station confirmesd the resident's feet should touch
the floor when properly seated on the bedside
comimode.

483.35(1) FOOD PROCU RE,
STORE/PREPARE/SERVE - SAMITARY

The fagility must -

(1) Procure food from sources approved or
considered satisfactory by Federal, State or jocal
authorittes: and

(2) Store, prepare, distribute and serve foog
under sanitary conditions

This REQUIREMENT is not met as gvidenced
by: .
Basad on observation and inferview, the facility
dietary departments, Cedars and Quality, failed to
maintain aguipment in a sanitary manner.

F 323

F 371

F371 FOOD PROQCURE,
STORE/PREPAR E/SERVE-SANITARY
1. On Nov. 7, 2012, upon being
notified of black debris hanging from
the ceiling of the walk-in
refrigerator, in front of the
condenser unit in the Cedars Dietary
Department; and debris present on
the floor of the walk-in freezer floor
of the Quality Dietary Department,
the Dietary staff immediately
tleaned the debris.

2. The facility Dietitian and the
Dietary staff manager inspected afi
of the Dietary areas for debris, and
found none present. On Nov 5, tha
RD and Dietary Manager in~serviced

2 / m/,w_
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Ths findings included:

Observation on November 5, 209 2, beglnning at
8:35 am., with the facllity Registerad Dietitian
{RD) present, revealed the following;

Cedars dietary deparimeant beginning at 9:35
a.m.;

1.} The walk-in refrigerator had black debris
hanging from the ceiling, in front of the condenser
unit, with open cases of tomatoes, cucurnbers,
and fresh egas stored In the refrigeration unit.

2) The walk-in refrigerator had jee build-up on
the exterior of the condenser unit.

3.) The back side of the interior Jid of the filt
skillet had a build-up of greasy delyis.

Quality dietary department beginning at 10:38
a.m., with the RD and Certified Dietary Manger
(CDM) present:

1.} The walk-in freezer had a slorage rack on the
left side with & rusted surface on the support pole
closest to the door.

2.) The walk-in freezeor floor by the door jamb
had an aceumulation of debris present.

3.) The walk-in freezer and the walk-in
refrigerator had g build-up of Ice on the exterior of
the condanser units.

4.) The can opener on the eook side had &
build-up of black sticky debyls in the blade slot
area,

5.) The exterior top of the convection oven had
an accumulation of dust pregent,

6.) The range top back splash had a build-up of
dark colored debris present.

7.) The exterior surface and the back side of the
inferior lid of the tiit skillet had g build-up of
greasy debrig,

{X4) I SUMMARY STATEMENT OF DEFICIENGIES n PROVIDER'S PLAN OF CORREGTION 5]
PREFIX (EACH DEFICIENCY MUSY BE PRECEDED Gy FLLL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE PaTE
DEFICIENGY)
i all the dietary staff of Cedars and
F 371 Continued From page 10 F 371

Quality Dietary Departments
concerning praper cleaning of ceiling
vents, floors and floor space. Also
included in the in-services was the
use of a weekly sanitation checklist
by Dietary managers.

Any staff not attending in-services
on these dates will not be allowed to
work until they have attendeq the
in-services

3. For the next 12 weeks heginning
Nov. 13, 2012, and thep monthly for
the next four months, the Dietary
Manager will inspect the facility
dietary refrigerators on 3 daily basis
for debris and record the inspection
as @ part of their temperature log.
The Dietary Manager will provide
those logs as well as the weekly
sanitation checklist to the Registerod
Dictitlan on a weekly hasis for the
hext 12 weeks, then monthly for the
next four manths,

4. The Registered Dietitian wili
report the monftoring outcomes of
the dally inspections and completion
of the sanitation checkiist to the
QA/Pi atthe next 2 quarterly
meetings, The next quarterly QAP
Committee meeting is schedulad
December 13, 2012, The Chairman
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. of the QA/PI Committee will report
F 311 | Continued From page 11 F371  tothe Governing Body following the
] uarterl Pl meeting.
Interview on November 5, 2012, at the times of duarterly QAP meeting
the observations, In the respeciive dietary
departments, with the RD and/or GDM present Aftachment:
during the observations, confirmed tha following: 7} Temperature Log
Cedars dietary department beginning at 9:35 8) Weekly Sanitation Checklist
a.m.:
The walk-In refrigerator had black debris hanging ; . .
fram the ceiling, in front of the condenser unit, 1, Upon being hotified of the ice
with exposed raw vegetables and fresh eggs build-up on the exterior of the
stored In the unit. The walk-in refrigerator had a condenser unit of the walk-in
build-up of ice oh the axterlor of the condenser reftigerator in the Cedars Dietary
ug}ltl. ‘{Eedhacg glléle of ?e interu;r iéd-crf the {iit Repartment; and ice buildup on the
Srillen had a build-up of greasy debris, condenser unit of both the walk-in
Quality dietary department beginning at 10:36 refrigerator and walk-in freezer of
a.m_:ty v na the Quality Dietary Department, the
The walk-in freezer storage rack, on the left side, facility Maintenance Diractor
'f}ﬁdr?sf”s;ecl ;;‘gzge olzhci;uu%g?ﬂnpggz ag:_i the contacted a refrigerator repairman
or jamb a an o ebris . . .
present. The walk-in freezer and ths walk-in :‘o have t;e refflgi’ratlon umits .
refrigerator extarior of the condenser units had a mspected, serviced and/ or repaired
build-up of Ice. The cook side can opener had a by 12/10/12, {See Purchase Order)
build-up of black sticky debris. The exterior top While the refrigeration units are
surface of the convection aven had an being inspected, sarvices and/or
aceumulation of dust, The range top back splash repaired to eliminate icing, food
had a build-up of dark colored debris present. items currently stored in the
The exterior surface and the back side of the = Lurrently store
Interior fid of the tilt skillet had a build-up of refrigeration units will be stored in
greasy debris. reftigeration trailers. (see Purchase
Qrder}. This is scheduled to be
completed on 12/10/12
2. The remaining refrigeration unit
in Cedars Digtary was inspected for
g
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ice buildup and no buildup was
found.

3.Begining on 12/10/12, and for the
next 12 weeks, and then monthly for
the next four manths, the Dietary
Manager will inspect the facility
refrigerators on a daily basis for ice
build-up and record the inspection
as a part of their temperature [og,
The Dietary Manager will provide
those logs to the Registered
Dietitian on a weekly basis for the
next 12 weeks, then monthly for the
next four months.

4, The Registered Dietitian wil
report monitoring outcomes
concerning the inspections of the
refrigerator temperatures and ice
buildup to the QA/ at the next two
quarterly meetings. The next
quarterly QAPI Committee meeting
Is scheduled for December 13, 2012,
The Chairman of the QA/PI
Committee will report to the
Goverhing Body following the
quarterly QAPI meeting.

Attachment:

9) Purchas order rofrigerator repair

10) Purchase order trailer rental

7) Temperature Log/Inspection log
| for inspection of ice buildup.

ABORATORY DIRECTOR'S OR PROVIOERSURELIER REPRESENTATIVES SIGNATURE ~ TIME

sthar safeguards provide suffident proteciion to the pationts. (Sec Instructions.) Excapt for nursing homss, the findings stated above are disclosable A0 days
cllewing the date of survay whether ar nat 3 plan of comreciion is provided. For nursing homes, fie abave findings and plans of eorrechion are diselasahla 44

lays following the date thase documents are made available tor tho foeitity. [f doficioncies are clied, an appraved plar of corrotlon [s requisite to conlinuad
ragram participation.
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1. On November 5, 2012, upon being
notified of debris on the tilt skillet in
the Cedars Dietary Department: and
the debris on the can opener,
convection oven, range top back
splash, and tilt skiltet in the Quality
Pietary Department, the diatary
staff immediately cleaned the
equipment.

2. The remaining food preparation
equipment in both the Cedars and
Quality Dietary Department were
checked that day for cleanliness and
found to be free of debris. On

; 11/5/12, Dietary emplovees for
Cedars and Quality Dietary
Department were in-serviced on
proper cleaning of food preparation
equipment,

Any staff not attending in-services
on these dates will not be allowed to
work untii they have attended the
in-services

FEORATORY DINEGTOR'S OR PROVIDERSDFPLIER REPRESERT TS STGNATURE THE

{X8) DATE

iher aafeguards provide sufficlant proloction la tha patients, (Scor inatructiona.) Exsapt for nursing homas, the findings slated above are disclosable 80 days
ollswing the date of survay whether or not a plan of corvecion is provided. For nursing homes, [he above findinge and plars of Cofrechion are disedtsabla 44
[ays following the dale thesa documents are mada availabla to tho facifity. If deficieneles aro cltad, an approved plen of correction is requisile to canbinued
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C 3, Dietary manager will monitor the
daily cleaning of food preparation '
equipment on a daily basis and
j record those checks on a weekly
i sanitation checklist to be provided }

to the facility RD.

4. The RD wiil report the monitoring
autcomes cancerning the proper
cleaning of food preparation
equipment to the QA/P| Cormnmittee
at the next 2 quarterly meetings.
The next quarterly OAP! Committes
meeting is scheduled for December
13,2012, The Chaitman of the
QA/PI Committee will report to the
i Governing Body following the
quarterly QAPI meeting,

1 Attachments:
8) Weekly sanitation checklist

; FA56 ESSENTIAL EQUIPMENT, SAFE  J&2//efa.
I 455 | 483.70(c)(2) ESSENTIAL EQUIPMENT, SAFE F456]  OPERATING CONDITIONS

§3=D | OPERATING CONDITION 1. On 11/8/12 the facility

maintenance manager ordered a
replacement door {see attached
Purchase Order) for the Quality
Dietary walk-in refrigerator. The
door is projected to be delivered on
11/29/12. While the food items
stored in the refrigeration units of

e T L S 4
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olfawing the date of survay whelher ar nat 2 Plan of coimecilon is pravided. For nureing homes, tha above findings and plans of carraciion are dlselosabla 14
lays following the date these documents are mada available ta the facllity. 1f deficiancles are clled, on Approved plan of eerrection is requise io confinued
iGaram pardcipation.
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F 436 | Continued From Page 12 F486!  Department are stored in the

|

The facility must maintaln al| sssenta|
machanical, electrical, ang patient care
oquipment In safe operating condition,

This REQUIREMENT ig not met as svidenced
by:

Based on observation and Interviaw, the facility
dietary department fajled to malntain the waik-in
refrigerator flaor surface; and failed to maintain
the walk-in refrigeratar dagr gasket in ons of four
walk-In units,

The findings included:

Observaticn of the Quality dietary depariment on
November 5, 201 2, beginning at 10:35 a.m., with
the Registered Dietitian (RD) and Certifled
Dielary Manager (CDM) present, revealed the [
enlire walk-in refrigerator floor surface wag
rusted. Further observation reveaied the walk-in
refrigerator door gasket was toming off near the
handle.

Interview with the RD and the CDM, on
November 5, 2012, heginning at 10:35 a.m., in
the Quality dietary department, confirmed the
entire floor surface of the walk-in refrigarator was

refrigerated trailers from 12/3/12 til)
12/10/12, the facility maintenance
department will instal] tha new daoaqr
and replace the floor on the Quality
Dietary Departments refrigerator.

2. The remaining refrigeration
equipment of both Cedars and
Quality Dietary Departments were
checked by facility maintenance
personnef and found to be
setviceable.

3. The Dietary Manager will inspect
all refrigeration squipment weakly
for needed service and report the
results of that Inspection monthly to
the RD.

4, The RO will report to the QA/p|
Committee on the results of this
inspection at the next 2 quarterly
meetings. The next quarterly QAP}
Committee meeting is scheduled for
December 18, 2013, The Chairman
of the QA/P Committee will report

to the Governing Body following the
quarterly QAP! meeting,

Attachment:
11) Purchase Order for refrigerator
door
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